Background. The Manchester Triage Scale is used in Irish emergency departments. This fails to provide guidance on triaging psychiatric presentations. A Mental Health Triage scale is recommended by the National Institute of Clinical Excellence. Aim. To examine the effectiveness of a Mental Health Triage scale in assessing patients presenting with self-harm. Method. Ten vignettes were created, detailing cases of deliberate self-harm. Nurses ( = 49) were given five vignettes and asked to assign each vignette to a triage category, using The Manchester Triage Scale. Each nurse was subsequently asked to reevaluate the same vignettes using the Mental Health Triage Scale. Triage with each method was deemed safe or unsafe, using the benchmark triage categories assigned by a consultant in psychiatry and a consultant in emergency medicine departments. Results. 245 cases were triaged. There was a significant change in the categories assigned when the Mental Health Triage scale was in use, < 0.001. The triage categories assigned using the Mental Health Triage scale were significantly safer than under the Manchester Triage Scale (79% versus 60% safe, respectively, < 0.001).
Introduction
1.1. Background. The National Institute of Excellence in Britain defines self-harm as "intentional self-poisoning or injury, irrespective of the apparent purpose of the act. " The incidence in Ireland of deliberate self-harm has increased dramatically. In the four-year period since 2007, there has been a 27% increase in the incidence of deliberate self-harm cases in men and a 17% increase in women presenting to Irish emergency departments [1] . Furthermore, in 2011 alone, there were 12,216 cases of deliberate self-harm presentations to Irish emergency departments [1] .
Deliberate self-harm is the single most important risk factor for suicide [2, 3] . A mortality follow-up study of 11,586 patients in the United Kingdom found that the risk of suicide in the first year following an act of deliberate self-harm was 0.7%, which was 66 times the annual risk of suicide in the general population [3] . Furthermore, a recent study found that physical health and life expectancy are severely compromised in individuals who self-harm compared with the general population [4] .
Triage in Irish emergency departments is conducted using the Manchester Triage Scale. This focuses on medical and surgical presentations but fails to provide guidance on the triage of patients with psychiatric presentations. This is despite the fact that up to 5% of people attending the emergency departments present with primary psychiatric problems and another 20-30% have psychiatric symptoms in addition to physical symptoms [5] . The National Institute of Clinical Excellence (NICE) recommends that consideration should be given to introducing the Australian Mental Health Triage scale [6] . It noted that this is a comprehensive assessment scale for rating clinical urgency [6] . In Ireland, the National Emergency Medicine Programme Report (June presentations had longer waiting times compared to those with medical and surgical presentations, and they were more likely to receive a lower triage score [7] . The introduction of the Mental Health Triage scale led to a statistically significant ( = 0.043) reduction in waiting time and posttrial reduction in the number of people who "did not wait" ( = 0.036) [7] . In 2001, Broadbent introduced a temporary Mental Health Triage scale which reinforced the findings of Smart et al. With regard to waiting time, after implementation, 88.8% of patients were seen in an appropriate time frame compared with only 26% prior to implementation [8] . Broadbent noted that 70.9% ( = 37) of patients were initially given triage codes that misrepresented the acuity of their presentation, most ( = 36) received a triage code that assigned less priority than that may have been allocated with the Mental Health Triage scale [8] .
The primary objective was to evaluate if a Mental Health Triage scale would facilitate the safe triage of patients presenting with deliberate self-harm. Secondary objectives included an assessment of familiarity with the concept of mental health triage, the impact of years' work experience on accuracy of a new triage scale, and the exposure of nurses to psychiatric training.
Methods

Setting and Participants.
This was an experimental interventional study. This study was carried out at Cork University Hospital Emergency Department. This hospital provides acute care for an urban and rural catchment area of Cork City and County. It also acts as a referral hospital for hospitals located in the Munster area. Cork University Hospital handles over 58,000 emergency presentations annually. Liaison psychiatry services are located on site.
Data Collection.
Emergency department staff nurses participated in this study. Inclusion criteria for participants included emergency department staff nurses only, participants must have prior experience in triage, and participants must give informed consent before participating. Agency staff nurses were not included. Participants were approached during their shift and invited to participate in the study.
Ten vignettes detailing cases of deliberate self-harm were created (Appendix A). The pertinent details from the case files of 10 patients who presented over a 3-week period in March 2012 to Cork University Hospital Emergency Department provided the information for these original vignettes. Each vignette contained information regarding the background provided, information on arrival, and the behaviour witnessed. Vignettes were laid out on an A4 page and laminated with one vignette per page. The cases chosen reflected a variety of presentations and severity of deliberate self-harm. Original data sheets were created to record responses during data collection. This Mental Health Triage scale used is derived from the Australian Mental Health Triage scale and is recommended by the National Institute of Excellence guidelines on self-harm (Appendix B). A copy of the Manchester Triage Scale was not provided to nurses. Both scales categorise patients based on their presentation findings. Each category has as a recommended time frame in which the patient should be seen.
Two expert opinions, namely, a consultant Psychiatrist and a consultant in Emergency Medicine, assigned what they considered to be the appropriate triage categories to the vignettes. The triage categories assigned acted as the gold standard to compare the triage categories assigned by nurses. The consultant Psychiatrist is taken as having assigned the correct MHTS category and the consultant in Emergency Medicine is taken as having assigned the correct Manchester Triage Scale category.
The data was collected over the space of an 11-day period from the 21st September to the 1st October, 2012, inclusively. All data was obtained at Emergency Department, Cork University Hospital.
Each nurse was then asked to assign a triage category to five of the ten vignettes using the existing Manchester Triage Scale. Each nurse triaged vignettes detailing two cases considered to be a mental health triage category one and the remaining three detailed cases represented triage categories two, three, and four. Nurses were then asked if they were familiar with the concept of mental health triage.
Each nurse was subsequently shown a copy of the Mental Health Triage scale. Following this, they were asked to reevaluate the same five vignettes and to assign a triage category again; keeping in mind the Mental Health Triage scale, they had been shown. Participants were allowed to refer to the Mental Health Triage scale when reevaluating the vignettes. The comparison of triage categories assigned by emergency department nurses to the benchmark set by the Psychiatric consultant and Emergency Medicine consultant allowed an evaluation of how cases were triaged. If a nurse assigned a triage category of the same priority or greater, they were considered to have triaged the case safely. Finally, nurses were asked to indicate how long it was since their last formal psychiatric training. Nurses were asked not to discuss the study with other staff members until data collection was complete to maintain the validity of the research.
Ethical Approval.
Ethical approval was granted by the Cork Research Ethics Committee (CREC) on the 3 April, 2012. Permission was obtained from the Accident and Emergency Department in Cork University Hospital.
Statistical Analysis. Data was entered into Microsoft
Excel and subsequently imported to IBM SPSS Statistics 20 and coded. Frequency analysis and chi-square analysis were carried out. One sample Wilcoxon test was used to compare the triage categories assigned with the gold standard set by the Psychiatrist. 
Results
Descriptive
Statistics. There were 85 emergency department staff nurses on the monthly working roster at Cork University Hospital during the study period. 70 nurses made up the study population after exclusion criteria were applied. Of these, 49 (70%) participated in the study. The number of years' experience working in the emergency department was recorded for each nurse as was familiarity with the concept of mental health triage; see Table 1 and Figure 1 , respectively.
Change in Triage Categories Assigned after Using Mental
Health Triage Scale. Each nurse ( = 49) assigned a triage category to five vignettes, twice. Thus, 245 cases were triaged under the existing Manchester Triage Scale and the same 245 cases were retriaged under the Mental Health Triage scale. There was a statistically significant difference between triage scores assigned under the existing Manchester Triage Scale compared to when cases were retriaged using the Mental Health Triage scale, < 0.001. Table 2 shows the change in distribution of triage categories assigned using the Manchester Triage Scale and the Mental Health Triage scale.
Vignette four and eight showed the most notable change in triage score assigned. Tables 3 and 4 show the change in distribution of triage categories assigned by nurses who triaged cases four and eight, respectively. Using chi-square analysis, the change in triage categories assigned for vignette four is statistically significant, < 0.001, and likewise the change for vignette eight is statistically significant.
A nonparametric one sample Wilcoxon test was employed to compare how vignettes were triaged compared to the gold standard set by the Psychiatrist when the Mental Health Triage scale was in use ( Table 5 ).
For five of the ten vignettes (3, 6, 7, 9, and 10), there is not sufficient evidence to say that nurses disagree with the gold standard ( > 0.05). of nurses triaged safely initially compared to 75.5% ( = 37) of nurses when reevaluated, < 0.001. An equal number of nurses triaged vignettes one, two, three, and five as safe before and after viewing the Mental Health Triage scale. For vignettes 6, 7, 9, and 10, there was a reduction in the number of cases triaged as safe when vignettes were reevaluated using the Mental Health Triage scale. However, the reduction was negligible and none were statistically significant.
Safety of Triage Categories
The triage categories assigned by nurses were also compared to benchmark triage categories assigned by the Emergency Medicine consultant using the Manchester Triage Scale. Initially, 164 cases (67%) were triaged safely. On reevaluating the vignettes, 168 cases (68.5%) were considered to have been triaged as safe. This change was not statistically significant, = 0.672. Triage scale   1  3  3 7  2  2 5  6  3  2 0  6  4 1 0 The effect of years' experience working in the emergency department was examined. 70% of cases triaged by those with 11-15 years' working experience were considered to have received a safe triage category in the initial assessment. Only 53% of cases were initially triaged safely by those in the oneto five-year group and 21+ year's group. When vignettes were reevaluated using the Mental Health Triage scale, 76% of cases triaged by those in the 11-15 years' experience group were safe. The number of cases triaged safely increased for all groups with the greatest increase seen in the one to five (23% increase).
Discussion
This study has two principle findings. Firstly, there was a significant change in the triage categories assigned to cases when nurses had knowledge of the Mental Health Triage scale. Secondly, there was an increase in the number of cases that were triaged safely when the Mental Health Triage scale was used. Additional findings included the lack of familiarity with mental health triage and the apparent lack of recent formal psychiatric training for emergency department nurses.
Assigned Triage Categories.
The change in the triage categories assigned when nurses reevaluated the vignettes was statistically significant. There was a significant uptriaging of cases. The number of cases which assigned a triage category one increased by 22.5% and the number which assigned a triage category two or three decreased. Notably, there was a 10% increase in the number of cases which assigned a triage category four. These findings correlate largely with findings published by Happell et al. [9] . The uptriaging of patients represents a challenge to the emergency department. More patients will need immediate attention from a service already stretched and lacking resources for adequate patient care. However, it would appear logical that all patients, regardless of their presenting complaint, should be treated equally and evidence-based triage guidelines should be followed.
Safety of Assigned Triage
Categories. The number of cases considered to be triaged safely increased by 19% when the Mental Health Triage scale was used. Vignettes four and eight made a substantial contribution to this figure. These two vignettes detailed presentations that warranted a triage category one from the Psychiatric consultant. Each nurse was intentionally given both these vignettes to triage as we wanted in particular to assess how nurses triaged serious psychiatric presentations. The significant initial undertriaging of patients with the existing Manchester Triage Scale for these vignettes is concerning. Patients that receive an inappropriately low priority triage category are at a greater risk of harming themselves and others.
The results following the introduction of the Mental Health Triage scale were by no means perfect; 21% of cases were still triaged unsafely. This may be explained by the fact that this is the first time the nurses got to see the Mental Health Triage scale. Alternatively, it may indicate that education is needed to help nurses interpret and apply these new guidelines correctly. Happell et al. noted that experienced psychiatric nurses were better at using the Mental Health Triage scale than their emergency department nonpsychiatric nursing colleagues [9] . A more in-depth analysis may uncover the reason and provide guidance on how to reduce the number triaged unsafely even further.
Familiarity and Education in Mental Health
Triage. The relative lack of familiarity with the concept on mental health triage is evident in this study. Only 41% indicated familiarity, which is concerning given the reported prevalence of psychiatric admissions to the emergency department in the literature [1, 5] . This problem is confounded by the lack of formal psychiatric training for emergency department staff nurses. The majority (87.7%) of nurses in this study reported that they had received no formal psychiatric training in the last five years. The lack of education has also been noted in the literature; in the University of Melbourne, it was found that only 38% of the nurses had been given education or training in mental health triage [10] . This should be a target area in order to provide nurses with the optimal skills to manage those with psychiatric problems.
Strengths and Weaknesses.
There are some limitations to this study. Nurses could have been subjected to the Hawthorne effect. Nurses were instructed to triage the cases as if the case had presented to Emergency Department on a normal day to minimise this limitation. The fact that nurses may be more familiar with the details of the case on reevaluation may be a limitation. Reevaluation can often lead to a change in a person's decision without intervention and encourage more conservative answering. There is also the potential that nurses may have discussed the content of vignettes and the triage categories they assigned to individual cases. Nurses were asked to avoid discussing the content of the study with other staff and the duration of the study was limited to 11 days to help mitigate this limitation.
The strengths of this project rest in three main areas. Firstly, this was a novel study. No previous study has directly intervened and compared how nurses would triage the same case under existing guidelines and a Mental Health Triage scale. Secondly, real life cases were used to create the vignettes. These cases were exactly the type of cases that emergency triage nurses deal with on a day to day basis. Thirdly, nurses were intentionally interviewed during their shift. Thus, nurses were evaluated in the same environment, in which they would actually carry out triage. Furthermore, it eliminated the formal atmosphere of a lecture room and the potential for nurses to influence each other's answers.
Future similar research in multicentre sites with larger sample sizes may reproduce our findings with greater validity. A more in-depth analysis of education provided to nurses is also needed. We need to see why nurses are not receiving continued education to keep their skills up to date. Education is likely to form the cornerstone to any advances in the area of psychiatric triage.
Conclusion
We have established that the introduction of the Mental Health Triage scale would influence how nurses triage patients with psychiatric presentations. The change was largely positive with a greater proportion of patients receiving a safe triage category. This study has identified a paucity of familiarity with mental health triage and education in the area of psychiatric triage. These findings support the need for the modification of existing triage guidelines and further education in the area of mental health triage. (ii) She had also consumed alcohol.
Appendices
A. Vignettes
(iii) She contacted her sister who called the ambulance.
(iv) Sister said she took another overdose 6/12 ago.
A.1.2. On Arrival
(i) Airway clear.
(ii) RR 16.
(iii) HR 100, regular.
(iv) Sats 100% r/a. (iii) He had also consumed alcohol.
(iv) After taking the medications, he informed his mother and she brought him to the emergency department.
(v) His mother found a note and said he has been attending psychiatric services. 
